Thank you for allowing me to deliver this annual lecture of our Faculty. It is a great honour and privilege indeed, as I virtually requested to be staffed into this role.
Looking round I find that most of those brilliant men of paediatrics with whom we started this College over four decades ago have left the scene partly as a result of old age, some form of infirmity or even death. It appears that even as the best minds in medical jigsaw, we cannot not stop death in its onslaught. Therefore, as we progress to write the history of child health and life in Nigeria, it is imperative that we put the record straight for the coming generation to know how it all started and grew in Nigeria.
Paediatrics is that branch of medicine dealing with the medical care of infants, children and adolescents essentially up to the age of seventeen which is the age of majority in Nigeria. An American doctor Arthur Jacobi 1830 1919 has been acclaimed as the father of paediatrics because of his many contributions to this field of medicine. He was one of the early pioneers who drew attention to the link between the environmental milieu of children and their diseases.
Most of my colleagues assembled here today are paediatricians.
My dear colleagues and guests,
In Nigeria the path towards emergence of paediatric care by paediatricians has been very long and tortuous. In the pre-colonial era it was the traditional Health practitioners who passed knowledge from generation to the other. They earned their living through their art and so kept it as a guarded secret in the family. These local practitioners obviously treated children in addition to conducting birth of babies. Though they also used witchcraft and herbs, they were treated as experts in their own field.
Children especially females were subjected to female circumcision and newborn babies had their umbilical cord cut with bamboo stick. The result of this primitive treatment of children was high infant morbidity and mortality. As a result of the fetal wastage and childhood deaths, families tended to have more children to make up.
The advent of the Europeans by boat into the Nigerian sphere for trade subjected the foreigners to locally endemic diseases as malaria, yellow fever and diarrhea diseases. As could be expected quite a lot of the visiting traders succumbed to illnesses and those lucky to get back to their home destination transmitted the medical diseases to their destination. In response, the foreigners introduced some form of medical care for their staff and self.
The initial traders and later, the slave traders limited their activities to the shores while dealers in other commodities ventured into the hinterland. Other Europeans came as missionaries and made inroad into the hinterland by road and boat along the River Niger and its tributaries. This third wave of missionaries and trading explorers no doubt primed by stories of diseases, deaths of their predecessors brought some western medical care into Nigeria, the first of which was in the Benin districts.
Archives show that one Dr. Williams of Great Britain carried out several vaccinations sessions and dressing of ulcers in indigenous populations along the West Coast ofAfrica including Niger Delta up to Lokoja.
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Gradually, health care facilities were established followed by recruitment and training of human resources for health delivery. History also shows that European traders brought few doctors and nurse to look after themselves and their immediate host communities.
With time, the missionary societies, Catholic and Presbyterian, provided health facilities in Lagos, Abeokuta (Sacred Heart Hospital) and in south Eastern Nigeria. One notable example was Mary Slessor in Calabar. Reverend Hope Waddell from Ireland recruited colleagues who were not health professionals but were trained to give health treatment in clinics and dispensaries in and around Calabar. Archives also reveal that Reverend Waddell conducted the first vaccination against small pox in Calabar in the mid 1950s. As part of the 10 year development plan, the Federal Ministry of Health was established in 1946 to coordinate health services throughout the whole country. At that time Nigeria had a unitary form of government.
In 1948, the University College Ibadan (UI) was founded with a faculty of Medicine and a teaching hospital, University College Hospital (UCH). It started with fourteen students. I must point out that before the University of Ibadan was established, and precisely in 1930 the Yaba Medical School (YMS) was established to train a cadre of medical assistants.
The YMS was part of Yaba Higher College, a post secondary institution which folded up with the establishment of University of Ibadan. In 1954 Kano Medical School was inaugurated.
In 1937, records show that there were one hundred and thirty-five (135) doctors in Nigeria Medical Register one hundred and sixteen (116) Europeans and nineteen (19) Africans. Nearly a third of the Europeans were medical missionaries and a few were industrial medical advisers.
With independence in 1960 and attainment of Republic status in 1963, Nigeria became an automatic member of the WHO and the United Nations Organization (UNO). More than a decade later, the country still fell short of the WHO recommended one doctor to ten thousand patients. As of 1972 Nigeria had one doctor to twenty two thousand patients.
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Development of human resources
Post-colonial era
Since 1960, Nigeria has adopted five successive National and twenty-four sectional health policies most of which were incorporated into the various national development plans. The last was adopted in 1988 during the Babangida regime when the Perspective Planning and National Health Policy were adopted.
Education on prevailing health problem and methods of preventing them.
The promotion of food supply and proper nutrition;
Material and child care including family planning ;
Immunization As an alternative or supplementary fund for the health system the National Health Insurance Scheme (NHIS) was started in 2005. The success or not of this scheme is still being evaluated as some believe there is inequity in its operation.
In a paper I presented in 1988 on the Nigerian Child in the International Perspective at the annual conference of Paediatric Association of Nigeria at Onitsha, Anambra State, I showed the following slides which I am showing today to stir our conscience on how far we have come since then in the welfare of the Nigeria child.
The StructuralAdjustment Programme (SAP)
Funding of the National Health System ü ü ü ü In the early 1990's Nigeria had routine immunization rates over 80% which gradually dropped to 25% and is now only picking up. The international body recommended a public expenditure per capita of thirty-four US Dollars for the purpose. In Nigeria, less than ten US Dollars per capita is made available.
assumes the pride of place as cause of morbidity and mortality in infants and young children. It causes up to two hundred thousand deaths among under-five annually. Specifically. Malaria affecting pregnant mothers causes intrauterine growth restriction and low birth weight, consequently lowering child survival. It can also cause preterm birth, prenatal and neonatal mortality as well as severe anaemia requiring blood transfusion.
The Roll Back Malaria Initiative was introduced and it promised access to effective anti-malaria drugs, prompt treatment and use of insecticide treated nets. rank second as cause of infant death, obviously more in rural areas. Children in North East are five times more likely to have diarrhea than their South West counter parts.
are third in the list of cause of mortality. Records show that diphtheria, tetanus, poliomyelitis, measles and tuberculosis cause two hundred thousand deaths annually among children. This scourge can be reduced by sustained routine immunization if supplemented with cerebrospinal meningitis vaccine and tetanus toxoid for pregnant woman. The greatest decline in routine i m m u n i z a t i o n w a s 1 3 % i n 2 0 0 3 w h i c h embarrassingly was the lowest vaccination rate amongst African countries. The publicity about wild polio virus in North West and North Central regions of Nigeria is fresh in our memory.
was responsible for eleven percent of infant mortality in 1999 a poor reflection of antenatal care of pregnant women as two doses of
Malaria
Diarrhea illnesses
Vaccine preventable diseases as mentioned earlier, malnutrition is the underlying factor in more than fifty percent of childhood mortalities. The range of disorders includes protein energy malnutrition (PEM) manifesting as weight deficits and stunting as well as deficiencies of micronutrients like vitamin A, iron, iodine and zinc. This could be evidence of food shortage or severe disease within a short time.
Neonatal tetanus
UNICFE and WHO recommend exclusive breast feeding for six months, introduction of semisolids and solid at six months while continuing with breast feeding for eighteen to twenty-four months of life. Unfortunately in Nigeria only seventeen percent of infants below six months are exclusively breast feed.
During my over fifty years of practice, both in the government teaching hospital and private sectors, I found that quite a lot of our female compatriots both illiterate and so called educated ones really did not have a full grasp of successful breast feeding practice. Some mothers give plain water to babies with attendant risk of diarrhea and infection. They knew no better. In addition to this, some introduce complementary feeds too early. Records show that thirty-six percent of babies at four to five months of life are not having adequate food for their age. This obviously leads to malnutrition, frequent illnesses and even death. Breast milk alone is estimated to be able to prevent thirteen percent of under-five death.
As stated earlier, micronutrient deficiencies also abound among Nigeria children. Vitamin A, for instance, is essential for proper development of the immune and visual systems of children. If deficient, there is reduced resistance to infections. Vitamin A dietary intake has been found to be inversely associated with risk of diarrhea. Deficiency of this vitamin is widely recognized as cause of night blindness and xerophthalmia. In Nigeria more than nine million children and six million mothers are vitamin A deficient. Effort has been made to give vitamin A supplements but studies show that in 2003 only thirty-four percent of children aged six months to fifty-nine months received vitamin A supplementation.
Other micronutrients of high importance are iodine and iron. Iodine deficiency not only leads to goiter, impairment of mental and physical development in children but also to increased rate of abortion, stillbirth, and congenital abnormalities of babies and cretinism in children if deficient in mothers. Iron deficiency in the mother can lead to maternal and Malnutrition perinatal mortality, premature delivery and low birth weight and increased susceptibility to infections. In Nigeria it is claimed that twenty-nine percent of children under-five years of age are anaemic.
Mother to child transmission (MTCT) of HIV can occur during:
Pregnancy in 10% -30% of cases. Delivery in 40% -60% of cases Breast feeding in 15% -20%
As expected, the scourge of HIV/AIDS truncated the modest gains of child survival strategies in terms of reducing infant and under five morbidity and mortality. By the end of the year 2000 an estimated 2000,000 children under five years had died from HIV/AIDS acquired through mother to child transmission and further projections forecast up to 700,000 deaths by 2010.
Child survival is closely bound to maternal health and mortality. We are all aware that children who lose their mothers are more likely to experience increased risk of death and other complications like malnutrition. A study showed that children, especially females, who lose their mothers at birth, are ten times more likely to die than those whose mothers survive. WHO reports state that annual maternal death in Nigeria is 55,000 per annum. Many other women end up with serious post natal complications further increasing the risk of children at risk of morbidity. Improvement in maternal care and comprehensive maternal care during pregnancy and labour would help strengthen child survival.
: As a nation, we adopted the National Health Policy in 1988 and this was revised in 1996. The main objective of the exercise has been to provide Primary Health Care (PHC) as well as secondary and tertiary health care by referral. Unfortunately, the laudable objective of this policy has been shattered by poor and irregular funding. It is a well known fact that the Nigerian government allocates far less than the WHO recommendation of 15% of her annual budget to the health sector.
HIV/AIDS:
Maternal Morbidity and Mortality:
Health Services
The little amount allocated is often subject to official bureaucracy and delay leading to failure to maintain infrastructure. This, taken with poor staff attitude the Nigerian factor seriously affects efforts to provide optimum childhood immunization services aimed at promoting child survival.
Maternal care in the early formative years of childhood is crucial to physical and mental development. Any form of deprivation at this tender age may affect quality of life in the future and in extreme cases, prevent realization of full potential.
This deprivation may be due to extreme poverty, poor governance, armed conflicts or HIV/AIDS. Such deprived children, and particular orphaned ones, are usually exposed to all kinds of exploitation. Without ratification of the Convention of the Rights of the Child and a solemn pledge to safeguard children from harm and abuse, exploitation and neglect, we must answer the question. Are we doing enough?
The way out of course, is to embark on a crusade of female education as it is known that poor educational level of females is related to higher infant and under-5 morbidity. Poverty coincidentally, goes hand-inhand with poor female education.
Maybe a few more unsettling statistics will provide the right perspective:
In 1980 poverty level was 27% or 17.7 million out of 65 million people. In 1996 the level doubled to 65.6% or 67.1 million In 1998 the level was 70.2% or 71% of the estimated 105 million inhabitants
In 2003, Nigeria was classed as having the 3 largest population of the poor in the world. The poor are mostly in the rural areas and because they are unable to get health facilities at close quarters, they experience a lot of ill health and obviously default in immunization schedules of their children. The poor mother herself has little, if any, access to maternal care with avoidable maternal and fetal complications, while lack of adequate sanitation and safe water compound her problem. In 1999, only 54% of Nigeria population had access to safe drinking water while 53% lived in households with poor sanitary means of human waste disposal.
Other problems hindering child survival is the belief of some of our compatriots in spiritual and supernatural forces. This quite often causes delay in seeking medical help for children.
Vulnerability of children
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Efforts at improving child survival in Nigeria
Funds from these agencies support:
Malaria control Vaccine Preventable Diseases and Immunization
Some effort has been made by government to reduce mortality from malaria, vaccine preventable diseases, diarrhea and acute respiration infections. There are also effort directed at ensuring food security at household level and reducing micronutrient deficiencies through fortification of food and supplementation these efforts are supported by many international donors and partners who donate funds and provide technical assistance. The Expanded Programme on Immunization (EPI) was initiated in 1979 by World Health Assembly (WHA) and was re-launched in 1984 due to poor coverage. EPI was changed to NPI (National Programme on Immunization) and the supervising agency became a parastatal by Decree 12 of 1997. The object was to effectively control vaccine preventable disease like TB, poliomyelitis, Diphtheria, whooping cough, tetanus and measles as well as diseases of women of child bearing age through immunization and provision of vaccine. The
primary responsibility of NPI has been to support the States and local governments in their immunization programmes by supplying them with vaccines, needles and syringes and cold chain equipment as may be required.
In 2003, UNICEF took over the job of international procurement of vaccines because of chronic shortage in the country. In addition, the WHO helped NPI with surveillance and technical assistance while USAID helped with social mobilization at grass root level. Late or non release of funds for NPI however, led to poor success of immunization in 2004.
In 1995, Integrated management of childhood illnesses (IMCI), was initiated by WHO to provide quality health care for children. Prior to introduction of IMCI, emphasis had been on vertical programmes aimed at controlling rampant diseases like ARI, diarrhea. In 1997 with the backing of WHO and UNICEF the Nigerian government adopted the IMCI and this became the main host for child survival effort. Other efforts include micro-nutrients, salt iodinazation, and vitamin supplement of staple food. The activities of NAFDAC promoted and encouraged the moves. In addition, school meals and school health service are being implemented in over twelve states including the Federal Capital Territory. In addition to all these, improve maternal care service, safe mother hood initiative and health education services were put in place.
Child rights act: The child rights act was enacted in 2003. The objective has been to put the best interest of the child paramount in all actions involving the child.
The salient points of the Act are as follows: a. Every child has a right to survival and development b. Every child is entitled to enjoy the best attainable state of physical, mental and spiritual development c. Every government in Nigeria shall:
Endeavour to reduce infant and child mortality rate; Ensure the provision of necessary medical assistance and health care services to all children with emphasis on development of primary health care; Ensure the provision of adequate nutrition and safe drinking water; Ensure the provision of good hygiene and environmental sanitation; Combat disease and malnutrition within the framework of primary health care through the application of appropriate technology; Ensure appropriate health care for expecting and nursing mothers; Support through technical and financial means the mobilization of national and local community resources in the development of primary care of children. Every parent, guardian or person having the care and custody of a child under the age of two years shall ensure that the child is provided with full immunization.
Other components include:
The right of the child to free, compulsory and universal primary education to be provided by the government. It prohibits child marriage and makes it a punishable offence to marry or give out in marriage any person below the age of eighteen years. It also prohibits child labour and makes it a punishable offence.
Consequent upon the Act, some States in Northern Nigeria have abolished child marriage while some in the South have abolished female circumcision.
More States are passing the child rights bill into law. The implementation of the Act will strengthen child survival in Nigeria and facilitate the attainment of desirable health status of the Nigerian child as well as the MDGS.As a result of international concern for the implementation of the child rightsAct, UNICEF We have achieved 10% reduction in under 5 motarlity the least in Africa, while the average improvement in sub-Saharan Africa was about 34%. The reasons for this debacle have been repeatedly recounted in this presentation.
We rank as the 13 poorest country in the world despite our wealth of human and material resources because:
The health budget is low Less than half the population has access to safe water
Only about 41% have access to adequate sanitation Overall adult literacy is about 56% in females and 47% in males These adverse factors limit access to adequate nutrition, quality health care and other basic services with special reference to the vulnerable groups woman and children.
Ninety percent of childhood morbidity and mortality are preventable if we regularly deal with malaria, diarrhea diseases, acute respiratory infection and vaccine preventable diseases. Two thirds of childhood death could be prevented by effective preventive and therapeutic intervention which are packed and made available today as child survival strategies. At household level, there must be promotion of breast feeding, correct use of ORT, education on complementary feeding and use of insecticide treated nets. These strategies are tools for achieving the 4 MDG of reduction of childhood mortality rate by two-thirds in 2015.
HIV/AIDS without doubt helped in reversing health development gains especially in sub-Saharan Africa. Nigeria accounts for 10% ofAids burden in the world, 4 million individuals live with the infection and there is a possibility of upsurge if serious action is not taken. As of 2005, one million Nigeria children were already orphaned by the disease. With HIV/AIDS, the scourge of tuberculosis naturally increased. The poor are at the losing end as they are exposed to health risks and have less resistance to disease. They have reduced access to preventive and curative intervention just as they are more undernourished surrounded by poor hygiene and sanitation.
The wide gap in mortality between the rich and the poor seems to be widening and this can only be bridged if sincere effort is made by the government and the governed to implement to the last letter the enumerated programmes. Overall, improving access to health services and infrastructure especially for the poor is feasible if the health reform programme is pursued vigorously with sincere commitment from the presidency and the policy implementers.
In 2004, the National Health Bill came into place with provision for the respective roles of each tier of government. Health system was decentralized under Federal structure. The federal level became responsible for overall policy as well as tertiary services while the state level is responsible for the primary services.
The number of paediatricians in Nigeria is about 750. Egypt and South Africa are the two countries surpassing Nigeria in stock of human resources for health inAfrica.
A study showed that of 5,334 physicians from SubSaharan African practicing in USA, nearly 80% originate from three countries Nigeria, South Africa and Ghana. Apart from Great Britian, USA,Canada, Nigerian doctors are in Saudi Arabia,Quatar, South Africa, Namibia, Lesotho, Jamaica, Trinidad and Tobago. We are all conversant with the reasons for the migration: In contrast, Ghana is ranked 120 . It is also noted that infant mortality and maternal mortality rates are higher in Nigeria than in SouthAfrica or Ghana .
Malaria and tuberculosis remain major causes of death especially among children under five years of age. In 1999, malaria accounted for 30% of all deaths among infants under one year old and 20% of all deaths among children under 5 years between 1960 and 1999.
To make matters worse, Nigeria ranks low among countries in efforts aimed at reducing death among children age 5 years due to malaria. Without much argument we can conclude that the health situation in our beloved country is in a deplorable state, despite our vast human material and abundant natural resources.
I am sure that if some of us here today are given the necessary tools, incentive and encouragement and genuine cooperation of all stakeholders in the healing profession, we can reverse this worrisome trend. Perhaps paramount in the way forward is improving the stewardship role of the government as honestly as possible. In addition, unless the Articles of the Health Reform Programmes and Research are honestly and religiously implemented to the letter, we would not make progress.
The human resources that abound in Nigeria need to be managed in a dedicated, sincere and a purposeful manner. We need to tackle brain drain by investing heavily in training of new manpower and retraining of existing ones. In this global village type world, we must strive to provide the necessary tools and equipment for the health workers in addition to ensuring that these quality staff are given abundant incentive to retain them.
The powers that be need to strengthen the Primary Health Initiatives. It is imperative that we as a body should join hand with other stakeholders in children's health to put pressures on the government to fund health in line with World Health Organization guidelines and recommendations.
More effort should be put into education of our teeming populace on Exclusive Breast Feeding. Most of the agencies put in place to make life worth living for all of us must be coordinated effectively not only to promote food security, improve literacy and hygiene but to make potable water available to the populace at all levels. These include:
Ministry ofAgriculture Ministry of Education Ministry of Sanitation Ministry of Water resources.
Most importantly, if as it seems we cannot eradicate corruption, it must be minimized at all levels. On our part as Paediatricians, events over the years have shown that we have been relevant in the long going struggle to child survival in the last four decades of our venture on the scene. We have helped in putting in place the concern of child health and life despite recurrent frustrations most of the way.
The Paediatric Association of Nigeria has over the years helped in establishing and promoting all the necessary institutions to promote the well being and care of the Nigerian child up to the establishment of the Faculty of Paediatrics of the Nigeria Medical College which we are celebrating today. Our founding fathers would no doubt rest happily with the knowledge that the acorn which they planted unwittingly is gradually becoming an oak tree.
